Infection from the nasal accessory sinuses has never been suggested as a cause of the changes in the bone, but dental sepsis, as a factor. must be considered, since it is present in the majority of recorded cases.
Douglas Guthrie, at Manchester, in 1923, mentioned two cases under his care. Microscopic sections showed numerous trabecula of new bone with a reticular arrangement and' the meshes of this reticulum were occupied by a loose, fibrous tissue. In these sections very little evidqnce of inflammatory reaction was present.
Lawford Knaggs, in 1923, wrote a full description of "Leontiasis Ossea," a title which had been used to designate those hyperostoses of the skull the nature of which had not been understood. He made a division of this disease into two varieties; the first taking the form of a slowly spreading periostitis, the second, of a diffuse osteitis.
Creeping periostitis of the bones of the face and skull" is a very descriptive name for the first variety, which seems to arise in the nasal fossa or the sinuses and is probably due to infection in these regions. Beginning in the S-LAR. 1 r[Tune 9, 1927. Gilhespy: Chronic Hyperplasia of the Upper Jaw periosteum of the sinuses, the infection creeps beneath that membrane-at the same time causing an osteitis of the underlying bony tissue and emerges into the nasal fosse, travelling thence to the outer surface of the maxilla or spreading backwards into the pterygomaxillary fossa to the posterior surface of the superior maxilla and into the temporal fossa. The two streams eventually meet. The spread of practically normal new bone under the periosteum is relentless, causing the characteristic bossings and obliterating the sinuses affected. The records of such cases are deficient in rhinological reports, as Kelson has pointed out. The disease is admittedly rare, but we have the opportunity and responsibility of diagnosis and treatment in the early stages. It would be of great interest if any Member could give us details of a case seen over a long period, and whether treatment of the sinuses has in any way mitigated the severe course of the disease.
In the second class-that of diffuse osteitis of the bones of the face and skullthe affected bone in the early stage is soft and vascular, the cranial bones may be remarkably thickened and the inner and outer tables cannot be differentiated, the structure of the bone being homogeneous. The age of onset of this condition is usually in the first or second decade of life. These changes may be general in the cranial and facial bones, or may affect only one or more adjacent bones. This class is of interest to our Section, and cases have been shown by Members. I have under my care a patient whose left superior maxilla was removed ten years ago on account of a growth supposed to be sarcoma. The patient now has a hard extension of growth towards the frontal region on the same side, but X-rays reveal a general thickening of the base of the skull, which compels revision of the original diagnosis of sarcoma. Knaggs puts cases of this kind into the category of osteitis fibrosa, and also considers those of chronic hyperplasia of the upper jaw to be cases of osteitis fibrosa. Cases shown at this Section have demonstrated that sometimes the enlargement of the upper jaw is made up of hard bone, without much trace of fibrous tissue, a condition not found in osteitis fibrosa occurring in long bones. Knaggs recognizes this and explains how it might be related to the difference between the blood-supply in a skull bone and that in a long bone supplied by a nutrient artery. In a case under my care at present the report on a section is as follows " The specimen consists of cancellous bone with extensive deposition of fibrous tissue in the interstices. Osteoclasts occur irregularly through this tissue. In places it is fairly vascular, elsewhere it is practically cicatricial in character. Some of the bony lamine are well formed and the bone corpuscles stain clearly; in other parts the bone has a degenerated appearance; the corpuscles have almost lost their power of staining and the bone is under going absorption. Nothing suggestive of any inflamnmatory or granulomatous process is seen in any of the sections. "HASWELL WILSON, Professor of Pathology." My patient was a woman, and this disease appears to be more common in females. The enlargement of the upper jaw could be easily gouged away. The teeth were septic on the affected side; the antrum was neither obliterated nor infected. From the description of my sections it would appear that we are not dealing with a hyperplasia of bone but rather with an osteoporotic process. Recently Harper showed a case in Scotland, which some members of the Scottish Laryngological Society considered to be one of chronic hyperplasia; but the exhibitor bad entitled it a fibroma.
Can we account for these changes found in the superior maxilla ? Rehn has described an affection of the facial and skull bones in pigs which he has related to an inflammatory septic process starting from the teeth, but his proofs that the infection is the basis of the bone changes are not admitted by pathologists generally Cases recorded have generally been seen in an advanced stage, and it is possible that the changes in the teeth may be secondary.
A case was recently shown by Mr. Howarth, in which there were changes, seen by X-ray examination, in the basi-sphenoid and vault of the skull, demonstrating that the disease in this case was not localized to the superior maxilla. Dawson and Struthers have compared the changes found in otosclerosis and in chronic hyperplasia of the upper jaw. They point out that in both conditions changes are found in localized areas of bone which bear a striking resemblance to those described in osteitis fibrosa. In both conditions there is a close relationship to a mucous membrane, frequently the site of septic infection. In conclusion: Are we to consider chronic hyperplasia as a simple fibrous osteitis (as seen in the bone near an infected bunion) and arising from dental infection, or is it a localized dystrophy of bone, in the nature of an osteitis fibrosa depending on a biological variation incited to activity by various possible causes, of which infection from the mouth or teeth may be one ?
Di8ou88ion.-Mr. WALTER HOWARTH said he had recently shown two or three cases of this kind which he had followed up for several years. In one of these he had removed the swelling seven years before and in another three years before, and the condition afterwards had remained stationary up to the present time. He did not suppose that he had removed all the disease. In both those cases the original site was the alveolus, and most probably dental sepsis was the real cause.
[Mr. HOWARTH showed a specimen of an upper jaw from a patient who had fallen dead in the ward from heart disease.] Dr. W. H. KELSON said that he had only had two such cases under his care, and in neither was there any dental sepsis; clearly extensive removal of teeth was not warranted. Horsley had had considerable experience of these cases, and was inclined to operate freely; but after free operation the patients seemed to go from bad to worse. There was need for a closer study of the pathology of this rare condition.
Dr. T. RITCHIE RODGER said he had read a paper before the Scottish Laryngological Society describing a case of the kind, which he had entitled leontiasis ossium. There had been large bosses on the left superior maxilla, and one on the. right mandible. He had lost sight of the patient for three or four years; then she had returned and several bony rhinoliths had to be removed. The Wassermann reaction, which had previously been negative, was then positive. He (the speaker) advised that this test should be carried out repeatedly in these cases.
Mr. DOUGLAs GUTHRIE said that in the Museum of the Royal College of Surgeons there were two specimens of hyperplastic upper jaws which had been removed, presumably because the operator thought he was dealing with malignant growth. He (the speaker) showed slides of these bones illustrating how the antrum became compressed and small. One of the specimens had been removed by Lord Lister; in no case was there associated dental sepsis or decay.
He also showed the photograph of a small boy whom he saw six years ago, the condition having been verified microscopically. He saw the boy again recently, and the size of the swelling of the jaw had not increased. The condition apparently caused no inconvenience.
Another case, that of a girl aged 15, he had followed for several years. Recently tuberculosis had developed and the patient was now in a sanatorium. In this case there was definite dental sepsis.
Mr. J. HARPER said he now had three cases of the kind under his care; one in a girl, aged 15, with extensive enlargement of the right upper jaw. He first saw her four years ago, when he chiselled away as much of the bone as he thought necessary in order to improve the contour of the face. A month ago she returned with a projection upwards of the floor of the orbit. Microscopic sections showed the usual fibrous changes, but no malignancy.
It had now become necessary to remove the jaw in order to save the sight.
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Dr. J. S. FRASER said that the appearances shown in Mr. Gilhespy's lantern slides were much like those seen in the labyrinth capsule in otosclerosis, and pointed to both conditions being of a chronic inflammatory nature. There was some support for his view that otosclerosis was a chronic inflammatory process. The bony inner wall of the middle ear was covered by mucous membrane, and the inflammatory process might spread from the deep layer of the mucous membrane into the bone in the region of the anterior margin of the oval window. There were special circumstances in this region which rendered infection liable to occur, such as the anastomosis between the vessels of the labyrinth capsule and those of the periosteal bone, as described by Politzer. Another factor was the presence of the tensor tympani tendon.
Dr. LoGAN TURNER asked that this subject might be taken up as a collective investigation in connexion with the general pathologist, and that a small committee might be appointed.
Mr. GILHESPY (in reply) said that interesting cases of osteitis deformans had been shown recently by Mr. Jenkins, and these cases bore an analogy to those of otosclerosis, as Dr. Fraser had pointed out.
Some Points in the Tecbnique of Laryngo-fissure. By WALTER HOWARTH, F.R.C.S.
IN the surgery of malignant disease it is, I believe, the most profound mistake to be tied to a set operation. The operation of laryngo-fissure for cancer of the vocal cord is, however, in some ways an exception, as not only are we able to define accurately the limit of the growth by both indirect and direct methods, but, it by any chance the case should turn out to be unsuitable for this procedure, it is comparatively easy to switch over to a more extensive operation. The operation of laryngo-fissure has gradually been perfected and a definite technique established. Many of us in this room have been fortunate enough to be allowed to watch the various steps of the operation unfolded by the hand of a master, and not one of us but has learnt some valuable lesson each time. Everyone, however, must eventually work out his own salvation, and in the process every thinking surgeon must inevitably explore possible avenues of simplification in the perfection of his technique. All progress comes by experiment, but experiment is only justifiable if it is entirely consistent with the safety of the patient.
In considering this operation the points that I wish to bring before you are:
(1) The necessity for tracheotomy; (2) the advisability of removing the thyroid ala;
(3) the possibility of diathermy. Preliminary tracheotomy has, I think, many disadvantages. Not only does it add an operation with its attendant surgical shock, but the open trachea, however carefully shut off with plugs, may allow blood and secretions to pass into the lungs. The administration of the anesthetic through the tracheal opening is apt to interfere mechanically with the comfort of the surgeon, and the direct stimulation of the tracheal mucosa does not always make for smooth, anesthesia. Moreover, some patients tolerate tracheotomy badly, probably-as pointed out by Mr. Negus-owing to the loss of the movements at the glottis disturbing the "sympathetic connexion " between respiration and circulation. I recall at least one case in which tracheotomy was probably the last straw in the balance against a fatty heart. I have for a long time tried to banish the anasthetist from the site of operation, and fifteen years ago I showed before this Section a case in which laryngo-fissure had successfully been performed under infusion anesthesia with hedonal, the anasthetic being introduced through the veins of the foot. This method was unfortunately given up owing to some fatalities occurring after its use in unsuitable cases and in unskilled hands. The method I now advocate is the intratracheal administration of ether without tracheotomy. The catheter lies in the interarytenoid space, and, when
